care and service systems for ADHD management. Using socioecological theory as a study framework, we theoretically know that culture can exert a powerful effect and influence on health beliefs and health behaviors within families. Within the literature and in practice, however, we do not fully understand or acknowledge the importance of how parents and families are related to the identification, care-seeking approaches, treatment preferences, and engagement with care systems and services for youth with ADHD, especially those from racially and ethnically diverse families. Further research is needed to fill this important gap in the literature. Guided by the socioecological model, the purpose of this study was to explore and enrich the current understanding of parent and family processes related to ADHD management in racially and ethnically diverse youth within the United States.
Using the integrative review methodology proposed by Whittemore and Knafl (2005) , this study examines how racially and ethnically diverse families regard childhood ADHD and its treatment and how families come to identify, seek care, initiate, and maintain ADHD treatment. By filling this gap in the literature, clinicians, researchers, and policymakers will have a greater awareness and understanding of the parent and family processes that influence ADHD management in diverse populations. This may, then, lead to further advancements in clinical practice, research, and policy related to ADHD management for youth from racially and ethnically diverse families. This review is also significant as it encourages a patient and family-centered approach to understanding how parents view and manage ADHD and promotes the integration of parent and family perspectives in routine clinical care. The article begins with background information on ADHD, the importance of families, rationale for the chosen theoretical framework, and key definitions. Methods for the review are then provided, followed by presentation of the results. The paper concludes with a discussion of limitations and implications for clinical practice, research, and policy.
ADHD and Its Treatment
ADHD is conceived as a triad of inattention, hyperactivity, and impulsiveness (Efron, Bryson, Lycett, Sciberras, 2016) . Symptoms of attention are attributed to deficits in neurocognition and inefficiencies in executive functioning tasks, such as attention, concentration, organization, planning, time management, learning, memory, and sensory-motor integration (American Psychiatric Association [APA], 2013) . Symptoms of hyperactivity and impulsivity are common in childhood and often persist into adolescence and young adulthood (Wilens & Spencer, 2010) . Functional impairments across different domains of child life (e.g., academics, family life, peer and social relationships, and emotional well-being) are common in youth with ADHD (Weiss, 2014) .
Clinical interventions for the management of ADHD include psychopharmacology and behavioral therapy. These evidence-based treatments assume that brain chemistry and circuitry can be modified in order to improve symptoms and decrease impairments in academic, psychosocial, behavioral, and emotional functioning (AACAP, 2007; APP, 2011) . The most common medications used to treat ADHD are psychostimulants, which alter neurotransmission in areas of the brain responsible for executive functioning, cognitive processes, impulse control, and motor movement (Arnsten, 2006; Swanson, Baler, & Volkow, 2011) . Behavioral therapy approaches for ADHD, include parent management training, behavior modification (which may be implemented within home and school-settings by families and teachers alike), cognitive-behavioral therapy, and family therapy (Antshel & Barkley, 2008; Antshel et al., 2011; Fabiano et al., 2006; Watson, Richels, Michalek, & Raymer, 2015) .
Health Disparities in ADHD
Previous research suggests major disparities exist in ADHD symptom recognition, diagnostic rates, treatment acceptability, and service use within culturally, ethnically, and linguistically diverse populations (Eiraldi, Mazzuca, Clarke, & Power, 2006) . According to previous studies, racial and ethnic minority youth are much less likely to be identified and/or treated for ADHD than Caucasian youth (Eiraldi et al., 2006) . A study of 6,000 children found Latino children (4%) were less likely than African American (9.1%) and Caucasian children (10.8%) to be diagnosed with ADHD (Rowland, Umbach, et al., 2002 ; see also Rowland, Lesesne, & Abramowitz, 2002) . In the same investigation, racial and ethnic minority children (53% of Latinos and 56% of African Americans) were less likely to be on medication for ADHD as compared to 76% of Caucasian youth (Rowland, Umbach, et al., 2002 ; see also Rowland, Lesesne, & Abramowitz, 2002) . Over a decade later, African American children in the United States are still 70% less likely to receive an ADHD diagnosis than Caucasian children (Morgan, Hillemeier, Farkas, & Maczuga, 2014) highlighting the persistence of these disparities.
In addition, these disparities may be exacerbated in low-income areas that have scarce resources or limited access to health care. Low-income families tend to have single parenting structures, increased levels of parental and family stress, lower caregiver education level, and increased caregiver strain (Morley, 2010; Santiago, Wadsworth, & Stump, 2011) . This may create additional challenges for parents and families, who may have less information, fewer resources, and more barriers to accessing care and treatment for childhood ADHD. Furthermore, the availability of high quality behavioral interventions and therapeutic services may be limited for racially and ethnically diverse children due to a variety of social, economic, or geographic barriers (Frazier, Bearman, Garland, & Atkins, 2014) . For youth from racial or ethnic minority backgrounds, especially those from low-income families, ADHD symptoms may go undetected, untreated, or undertreated due to a myraid of social, economic, and system-level factors, which may further the disparities in health and health care.
The Importance of Family
Youth with ADHD rely on their primary caregivers for symptom recognition, seeking health care services, decision-making, and treatment implementation (Dishion & Stormshak, 2007) . Typically, families are integrated into care planning, and parents are responsible for managing their child's ADHD. Prior research suggests greater improvement in ADHD outcomes with active parental involvement, ongoing family engagement, and participatory collaborations between caregivers and health care providers (Power, Soffer, Cassano, Tresco, & Mautone, 2011) . A variety of parent and family processes (Cunningham, 2007; Davis, Claudiu, Palinkas, Wong, & Leslie, 2012; & Foley, 2011) have been explored in ADHD management (Paidipati & Deatrick, 2015) . Based on the literature, parental knowledge and perceptions of ADHD may influence which treatments caregivers prefer to initiate (McLeod, Fettes, Jensen, Pescosolido, & Martin, 2007) . Previous studies reveal stimulant medications are perceived by parents as less acceptable than psychosocial interventions, and therefore, may be utilized less for the treatment of ADHD (Krain, Kendall, & Power, 2005) . In addition, family management style (Knafl, Deatrick, & Havill, 2012) may influence how parents and families manage childhood ADHD, which may, in turn, impact outcomes (Conlon, Strassle, Vinh, & Trout, 2008) .
Framework
Social ecological theory was chosen as the theoretical framework to guide this review (White & Klein, 2008) .
According to social ecological theory, expanding levels of the social environment play a major role in the development of individuals (Bronfenbrenner, 1999) . For children, this is especially important, as we consider the influence of family, school, peers, and the wider culture on their development. In this review, social ecological theory is adapted for youth with ADHD (see Figure 1) . A child with ADHD is viewed within the context of the family, which is an aspect of the microsystem. Key parent and family processes highlight the interactions between these elements, which underscores the mesosystem. How families navigate the exosystem (i.e., community, school, health care, and political influences) is critical for children with ADHD. The larger macrosystem of American culture also affects how families understand, perceive, and respond to childhood ADHD. In this review, we aimed to examine how parent and family processes influence the management of ADHD in racially and ethnically diverse youth. This is consistent with social ecological theory as it captures the expanding complexity and interrelations between family, social, environmental, and cultural influences within children's lives.
Definitions
In this integrative review, racially and ethnically diverse youth (diagnosed with or at high risk for ADHD) and their parents are of primary interest. Youth are defined as any child, adolescent, or young adult under the age of 21. Parents are widely defined as the primary caregiver (e.g., parent, stepparent, legal guardian, grandparent, or extended family member) or the adult providing direct care for the child, including biological, foster, or adoptive parents of either sex. ADHD is defined as a "persistent pattern of inattention and/or hyperactivity-impulsivity that interferes with the development or functioning of a child in two or more settings, including home, school, work, or in social interactions" (American Psychiatric Association, 2013) . In addition, we use the phrase racially and ethnically diverse to capture the wide variety of views and perspectives of families from different racial and ethnic backgrounds. This integrative review includes literature regarding children and families from diverse racial and ethnic backgrounds but recognizes the danger of grouping people together and making broad assumptions based on race and ethnicity. Authors, such as Dorothy Roberts (2012) , propose race as a sociopolitical construct with far reaching social, economic, and moral implications, especially for those labeled in racial and ethnic minority groups. The most frequently cited racial and ethnic minority groups within the United States are: African American, Latino or Hispanic, Asian American or Pacific Islander, and Native American/Alaskan Native (Blendon et al., 2007) . These categories are frequently used in the literature to describe marginalized groups of people in society. In this review, we are hoping to theoretically broaden these categories and conceptually identify cross-cutting concerns and themes within and across racially and ethnically diverse populations in order to improve the care and well-being of all youth with ADHD and their families. Whittemore and Knafl's (2005) integrative review strategies were used, including the five recommended stages (e.g., problem identification, literature search, data evaluation, data analysis, and presentation) to enhance the rigor of the study. After the problem was identified, (a) the aims, purpose, and scope of the study were clearly defined; (b) specific inclusion and exclusion criteria were established; and (c) a formal and structured literature search proceeded.
Method

Literature Search Strategies
A literature search was conducted during the summer of 2014 from a university library located in a large urban center in the Northeast United States. The electronic databases utilized for this review were: PubMed, Cumulative Index to Nursing and Allied Health Literature (CINAHL), and Scopus. Reference lists from key articles were hand searched for potential use in this review. Search words used for this study were the following: Attention Deficit Hyperactivity Disorder (or ADHD) with MeSH terms; Family (+ family relations, family systems, family attitudes, family services, family nursing, professional-family relations) with MeSH terms; Ethnic Groups (+ minority groups, cultural minority, ethnic minority); and Urban (+ urban populations, urban health services, urban areas, low income). Inclusion criteria for articles included the following: (a) written in English, (b) publication date from 2000 to 2014, (c) institutional review board-approved original research, (d) parenting or family-related phenomenon for youth ages 5 to 21 years with ADHD, and (e) racial or ethnic perspectives within the United States. Exclusion criteria included the following: (a) non-research-based articles, (b) research with international perspectives, (c) studies without a specific parent or family-related process, (d) publications without an ADHD component, and (e) articles centered on very young children (0-4 years), as ADHD can be difficult to accurately diagnose in this age group.
The initial database review yielded 145 articles from a wide-range of academic journals reflecting different disciplines and theoretical perspectives. Abstracts from the original 145 articles were reviewed and resulted in 60 candidates for possible inclusion. Abstracts were rejected if they did not (a) have a primary focus on ADHD in childhood, (b) address a parent or family component, or (c) include a racial or ethnic perspective. Full-text versions of the 60 selected publications were analyzed in a second wave of review. Full-text articles were rejected based on the inclusion/exclusion criteria with careful attention to the following: (a) publication date, (b) national or international scope, (c) research-based articles as opposed to editorials or commentaries, (d) target population of school-aged children and youth, and (e) whether or not the article would substantially contribute to the overall purpose of the review. Thirty-two articles were chosen for the final review, including 24 quantitative, 6 qualitative, and 2 mixed methods studies (see Figure 2 for a flow chart describing article selection).
Data Evaluation
Evaluating the quality of studies in an integrative review is complex without a gold standard for evaluating or interpreting the quality of research (Whittemore & Knafl, 2005) . In systematic reviews, such as meta-analyses, evaluating the quality of sources is used to exclude studies that do not meet high quality standards. In this integrative review, however, evaluation criteria resources were used to identify the major strengths and limitations of each study and to increase the overall rigor of the review and not to exclude articles. Qualitative studies were evaluated based on the consolidated criteria for reporting qualitative research by Tong, Sainsbury, and Craig (2007) . Quantitative research was evaluated using guidelines from Long, Godfrey, Randall, Brettle, and Grant (2002) in evaluating quantitative research. Quantitative scores were not used because qualitative and quantitative studies were included.
Data Analysis
A matrix was created to manage the data by extracting data from the articles and compiling key aspects from each study. As a final preparatory step for synthesizing the results of the review, a table of evidence was generated to further summarize the data. This table of evidence identified the: (a) article author or source; (b) participant sample and setting; (c) design, purpose, and measures; (d) key findings; and (e) strengths and limitations. This structured and organized data display facilitated recognition of themes and meta-themes across the range of research studies.
Conventional content analysis, in which codes are defined and derived from the data during the analysis phase, was employed in this review (Hsieh & Shannon, 2005) . One advantage of using this analytical strategy is to gain direct information from the study sources without imposing preconceived categories or theoretical perspectives (Hsieh & Shannon, 2005) . Patterns of codes were noted, codes were clustered into themes, themes were clustered into meta-themes, and a logical chain of evidence was used to verify the findings (Whittemore & Knafl, 2005) . Meta-themes were derived, structured, and organized by a data display of the literature. A senior researcher (J.D.), who is an expert in qualitative methods, collaborated, verified, and confirmed these meta-themes with the first author (C.P).
Results
Using the methodology outlined above, 32 articles were included in this integrative review (see Table 1 for a descriptive summary of articles). While using a variety of different methodological approaches and study designs, most studies employed qualitative or quantitative methods with youth participants, ages 5 to 21 years, as well as parent or caregiver participants (n = 55,477 total). Sample sizes ranged from 20 to 48 participants in the qualitative studies and 36 to 20,401 in the quantitative studies. The majority of study samples included Caucasian/White, African American/Black, and Hispanic/Latino participants with other racial and ethnic groups less represented. Among the total number of participants in this review, approximately 24% were Black or African American and 25% were Hispanic or Latino. These numbers highlight the relative underrepresentation of racial and ethnic minorities within the literature reviewed and suggest some caution when interpreting the results. Additional information from each study analyzed in this review was included in a detailed table of evidence (see Table 2 ).
Themes and Meta-Themes
Twelve themes were originally identified by the primary researcher, who worked collaboratively with the senior author -a qualitative expert -to collapse, organize, and structure these themes within broader categories, or metathemes. As a result, nine theoretical and empirical themes were inductively derived from data analyses (see Table 3 ). Three overarching and meta-themes emerged in the literature and reflect the identified themes. The first three themes highlight different parent and family perspectives on ADHD and speak to the first meta-theme. The second three themes center on the importance of parents and families when seeking help, initiating treatments, and maintaining care for children with ADHD and underscore the second meta-theme. The last three themes address system and service-level factors that impact youth and families with ADHD and emphasize the third metatheme. See Figure 3 for how themes cluster into metathemes. Overall, the themes and meta-themes represent core aspects of the articles within this review and will be described and supported by evidence from the literature.
Meta-Theme 1:
Exploring the Legitimacy of the ADHD Diagnosis in Diverse Families. Even though biomedical perspectives of ADHD are prevalent in academic and clinical circles, it is evident from the literature that parents and families in the community have differing beliefs about the diagnosis and etiology of ADHD. From this review, European American families tended to link childhood problems, like ADHD, to biomedical causes whereas African American families tended to view childhood behavioral and emotional difficulties as problems originating in, and handled by, the family (Carpenter-Song, 2009) . Similarly, Latino families more often associated ADHD etiology with imbalances in family life or societal influences (Lawton et al., 2014) . Greater beliefs in the sugar etiology of ADHD and feelings of racial inequality, discriminatory practices, and mistrust of doctors were also prevalent in African American experiences (Bussing et al., 2012; Olaniyan et al., 2007) .
Theme 1: Knowledge about ADHD and caregiver educational levels are related to parental understanding about ADHD and its symptoms. In the literature, African American parents reported less ADHD awareness, lower knowledge, and fewer cues to action from school and health care professionals (Bussing et al., 2007) . In contrast, the study by Flannagan et al. (2002) found Mexican American mothers were more likely than Caucasian mothers to receive information from health care providers about ADHD. Therefore, the receipt of knowledge, or lack thereof, may influence how parents contextualize their child's ADHD symptoms. In addition, Weckerly et al. (2005) revealed that caregivers with less educational attainment endorsed significantly lower rates of symptoms of inattention in their children. This may explain why children with primarily inattention ADHD symptoms are underdiagnosed, especially in families with caregivers who have less education.
Theme 2: Parental beliefs on the causes of ADHD may vary across racially and ethnically diverse families. In the literature, cultural values of familism and traditional gender roles were positively correlated with sociological and spiritual beliefs related to the cause of ADHD for Mexican and Puerto Rican American families (Lawton et al., 2014) . Familism is a strong attachment and reliance on the nuclear and extended family characterized by interdependence, respect toward authority figures, and personal sacrifice for the good of the family (Lawton et al., 2014) . Because some Latinos in these studies view health and illness as part of a complex network of family interrelationships, ADHD is not considered something inherent to the child, but rather a result of problems or conflicts within the family (Lawton et al., 2014) .
Theme 3: Parental perceptions about ADHD and attitudes toward treatment may shape how families respond to their child's condition. In this review, African American caregivers' perceptions of ADHD range from a medical illness to a general problem to not a problem at all (Mychailyszyn et al., 2008) . Differences in how parents perceive the condition may affect the way caregivers interpret and respond to their child's symptoms. Based on the attitudes of the community or media, African American parents reported being hesitant to use stimulant medications due to negative side effects and the belief that stimulants led to future drug use . (DosReis et al., 2006; Mychailyszyn et al., 2008) . Overall, rising levels of caregiver strain seem to increase the odds of formal ADHD treatment . In African American families, however, affective, affirmative, and instrumental social supports were seen as protective factors that may decrease formal care seeking . These findings suggest a complex relationship between parenting, family Note. ADHD = attention deficit hyperactivity disorder. The design and methodological categories used in this table were derived by the authors of this review and do not reflect any specific guideline for evaluating quantitative and qualitative research. Some of the secondary data analysis studies cited in this review used a large national data set and may be duplicate analyses of the same data set. • Suggests ADHD in ethnically diverse urban youth is less likely to cause high school dropout as compared with other individual and family factors • (L): Ethnic breakdown of sample not described (whether more AAs/Latinos were represented); The staying in care parameter was loosely defined as 1 health care contact, which may have overinflated rates
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Note. ADHD = attention deficit hyperactivity disorder; DISC-4 = Diagnostic Interview Schedule for Children; NSSQ = Norbeck Social Support Questionnaire; CGSQ = Caregiver Strain Questionnaire. factors, and help-seeking behaviors for ADHD, especially in racially and ethnically diverse families.
Theme 4: Help-seeking behaviors may be influenced by parental and family conceptualizations of ADHD. Four distinct patterns emerged in a study exploring the role of sociocultural context on families' decisions to seek care: (a) delay to diagnosis; (b) initial nonmedication treatment (c); reluctant receipt of diagnosis or treatment; and (d) rapid engagement (Leslie et al., 2007) . Spanish-speaking Mexican American families disproportionately represented the third pattern (i.e., reluctant receipt) suggesting that families may have different approaches for seeking care possibly influenced by cultural beliefs. On the other hand, Hogue et al. (2014) explored help-seeking within racially and ethnically diverse inner-city caregivers and found increased care seeking for symptoms of inattention and disorganization, but not for symptoms of hyperactivity and impulsivity. This may suggest greater normalization of hyperactivity and impulsivity within racially and ethnically diverse families, and thus, a decreased perceived need for care.
Theme 5: Parental preferences for ADHD treatments may influence the decision-making process regarding treatment selection for their child's ADHD. In the literature, Latino and African American families rated counseling and behavioral treatments more positively than Caucasian parents (Pham et al., 2010) . Krain et al. (2005) also reported a significant relationship between race and ethnicity and pursuit of pharmacological treatment. In this study, Caucasian parents were more likely to pursue medications for the treatment of ADHD as compared to parents from other racial or ethnic groups. Given these findings, ADHD treatment preferences might influence how caregivers make decisions related to their child's care, which might in turn impact long-term outcomes.
Theme 6: Caregiver strain associated with ADHD in childhood may vary within families. Hinojosa et al. (2012) found that caregiver strain for African American parents was higher when they had a child with ADHD plus a conduct disorder but lower when they had a child with ADHD plus a physical health condition. This may suggest a greater level of caregiver strain when ADHD is accompanied by another mental health or behavioral health condition as compared to a physical health condition. On the other hand, Latino families in the same study experienced higher parental strain when accompanied by a lack of health care insurance suggesting a negative association between caregiver strain and insurance status (Hinojosa et al., 2012) . Health Care, School, and Community Systems, and Services for ADHD. The research by Guevara et al. (2005) identifies system-level problems in communication and coordination of care among inner-city children. Results of this pivotal study showed significant gaps and discrepancies in communication and service delivery among health care professionals, school providers, community providers, and families. Key problem areas identified in this study were as follows: (a) lack of consensus over care 9. Greater communication and care coordination is necessary between ADHD systems and services, especially for racially and ethnically diverse families.
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Note. ADHD = attention deficit hyperactivity disorder. Articles may be included in more than one thematic category.
responsibility, (b) frequent changes in service providers, (c) insufficient training and resources, (d) distrust and blame among providers and parents, and (e) lack of support for collaboration between systems, including health care, schools, and community services (Guevara et al., 2005) .
Theme 7: Based on the literature, racial and ethnic minority children and families may have less awareness about the availability of services for ADHD. Bussing et al. (2007) found a majority of parents were unaware of school services available for ADHD with African Americans receiving fewer cues to action by school personnel and media sources as compared with Caucasian parents. African American parents were also less likely than Caucasian parents to view the school system as a resource for ADHD treatment . Considering school is a valuable setting for ADHD services, this lack of awareness may relate to lower service utilization among racially and ethnically diverse youth.
Theme 8: Service utilization and maintenance of ADHD care and treatment may vary among diverse families. When exploring service need, African American families requested more social services (e.g., financial assistance and disability funds, housing, respite care) and Hispanic families requested more support services (e.g., parenting workshops, social skills classes, community programs, and support groups) whereas Caucasian families requested more therapy and counseling services for ADHD . This suggests that racially and ethnically diverse families may have different service needs and priorities than nonminority families. For treatment and care maintenance, Zima et al. (2013) found that racial and ethnic minority status, single parenting structure, and parental distress were predictive of staying in care. For African American and Hispanic families, however, low service utilization and mental health follow-up may be related to a child's increasing age and parental concerns about medications (Berger-Jenkins et al., 2012) .
Theme 9: Greater communication and care coordination is necessary between ADHD systems and services, especially for racially and ethnically diverse families. Guevara et al. (2005) found that services for inner city youth with ADHD were fragmented and disorganized in health care systems, schools, and community sectors. Olaniyan et al. (2007) identified a theme of mistrust in health care services and difficulties navigating school systems within African American families. Kendall et al. (2005) also reported similar findings when discussing the barriers and experiences faced by racially and ethnically diverse families when accessing and navigating services within mental health care.
Discussion
The nine themes and three meta-themes synthesized above focus on parent and family processes that may influence ADHD management in racially and ethnically
Meta-theMe 1:
Exploring thE lEgitimacy of thE adhd diagnosis in divErsE familiEs
• Theme 1: Knowledge about ADHD and caregiver educational levels are related to parental understanding about ADHD and its symptoms.
• Theme 2: Parental beliefs on the causes of ADHD may vary across racially and ethnically diverse families.
• Theme 3: Parental perceptions about ADHD and attitudes towards treatment may shape how families respond to their child's condition.
Meta-theMe 2:
parEnts and carEgivErs arE thE primary gatEkEEpErs for sEEking carE and initiating trEatmEnts for childhood adhd
• Theme 4: Help-seeking behaviors are influenced by parental and family conceptualizations of ADHD.
• Theme 5: Parental preferences for ADHD treatments may influence the decision-making process regarding treatment selection for their child's ADHD.
• Theme 6: Caregiver strain associated with ADHD in childhood may vary within families.
Meta-theMe 3:
making connEctions bEtwEEn familiEs, hEalth carE, school, and community systEms and sErvicEs for adhd
• Theme 7: Racial and ethnic minority children and families may have less awareness about the availability of services for ADHD.
• Theme 8: Service utilization and maintenance of ADHD care and treatment may vary among diverse families.
• Theme 9: Greater communication and care coordination is necessary between ADHD systems and services, especially for racially and ethnically diverse families. diverse youth. The results of this review highlight the importance of families and enhance the understanding of ADHD from diverse perspectives. Study findings reveal the profound notion that ADHD, as a clinically-revelant medical diagnosis, may not resonate with all caregivers, especially those from racially and ethnically diverse families. The research shows varying perspectives on the understanding, etiology, and explanatory belief-models for the symptoms of ADHD. While some families have acquired the most up-to-date medical knowledge on the origins and symptoms of ADHD (Carpenter-Song, 2009 ), other families rely on community awareness of childhood problems or respect cultural, social, and spiritual health belief models to understand the problems or difficulties associated with ADHD (Bussing et al., 2012; Lawton et al., 2014) . Parental attitudes toward ADHD symptoms, diagnostic labels, medical and school providers, and acceptable treatment types may affect care-seeking behaviors (DosReis et al., 2006; DosReis et al., 2007; Mychailyszyn et al., 2008; Pham et al., 2010) . This may lead to the lower diagnostic and service utilization rates among racially and ethnically diverse youth (Morgan et al., 2013; Vierhile, Robb, & Ryan-Krause, 2009 ). From the literature, it is evident that families are key gatekeepers for youth to access health care and school services for ADHD. Studies reveal different help-seeking behaviors with varying levels of engagement and entry into the health care system (Eiraldi et al., 2006) . Helpseeking patterns in families may relate to the type and kind of services and treatments parents initiate (Leslie et al., 2007) . Once youth and families are engaged, caregivers are strong influencers in the decision-making process (Brinkman et al., 2011) , especially regarding treatment preferences (McLeod et al., 2007) . Based on this review, racially and ethnically diverse families tend to prefer psychosocial interventions or behavior therapy rather than stimulant medications (Hudson et al., 2007; Krain et al., 2005; Pham et al., 2010) . This is consistent with previous research that shows differences in treatment preferences for ADHD, including lower stimulant use in racial and ethnic minority youth (Starr, 2007; Zuvekas & Vitiello, 2012) .
Making connections with systems and services that provide care for ADHD is essential for families. Prior research suggests that access to and navigation of health care systems may be particularly difficult for diverse families (Eiraldi et al., 2006) . This review found lower service utilization rates, higher rates of treatment dropout, and greater loss to follow-up among racial and ethnic minority youth as compared with nonminority youth (Berger-Jenkins et al., 2012; Carson et al., 2011; Schneider et al., 2013) . These findings may be due to system-level challenges and obstacles for accessing and maintaining care (Bailey & Owens, 2005; Santiago et al., 2011) . As Guevara et al. (2005) described, barriers to access, gaps in communication and ongoing care coordination between families, health care providers, schools and educational systems, and community infrastructures may be partially responsible for the disparities in service utilization and treatment maintenance.
Limitations
An overall weakness of the study (and the literature) is the failure to explicitly connect racial and ethnic perspectives of ADHD to the greater social, political, and economic influences on health and health care within this country. While this was not the primary aim for this review, socioecological theory would argue that ADHD management in youth is not only influenced by the family microsystem but also the larger systems of race, economics, and politics in our society and health care systems. Conflations between race/ethnicity and socioeconomic status (SES) play a significant role in understanding the results of this review. Family income level, availability to services and resources based on economic and geographic access, and caregiver education levels are all SES variables that may influence ADHD management. The differences between racially and ethnically diverse families and Caucasian families could be accounted for, at least in part, by the fact that racial and ethnic minority families tend to be of lower SES due to a variety of historical, structural, and political influences in American society. For example, lower SES is very closely linked to level of education. Racial and ethnic minority families, as a group, tend to obtain a lower level of education compared with Caucasian families in the United States. It could be that more educated and better informed families, regardless of their racial or ethnic status, are simply more predisposed to accepting the medical model and seeking mental health services than less educated and poorly informed families. Racially and ethnically diverse families, who also have lower SES, may be interfacing with neighborhoods, communities, and school and health care systems that have less awareness, resource availability, and ability to utilize services for ADHD due to other competing demands and responsibilities in their daily lives. A future study that explores a more in-depth picture of the socioeconomic, environmental, and cultural influences that impact ADHD management in racially and ethnically diverse families is recommended.
In addition, this review is by no means exhaustive of all the literature on family and parent processes related to ADHD management in racially and ethnically diverse youth. Several limitations on the review and the available literature should be noted. First, inclusion criteria included articles written in English and published in the United States. Including studies from international perspectives may have added to the research findings and contributed to the evolving themes and meta-themes found in this review. Furthermore, only articles with fulltext availability were selected, which may have excluded other relevant findings. Secondly, inclusion criteria for the articles within this review included publication dates starting at 2000. As a result, review findings may be unintentionally skewed by articles written in the early 2000s. The authors believe, however, including these earlier publications is important to highlight the progression of the science on this topic from the beginning of the 21st century to the present decade.
Next, most of the participants within these studies were Caucasian/White, African American/Black, or Hispanic/Latino with less representation from other racial or ethnic groups, like Asian Americans or Native Americans. Few studies in this review explored intraethnic variation or subcultural groups (e.g., Haitian, Mexican-American, Puerto Rican) within the broader racial categories. Including a more in-depth and nuanced picture of racial and ethnic identities may have added to the complexity and understanding of diverse perspectives for youth with ADHD. In addition, while some studies intentionally included participants from diverse racial and ethnic groups, others used convenience samples or samples without diversity. Important perspectives may have been missed by not including a diversity framework within each study. Last, research-based articles including perspectives from more than one family member were limited in this review. The majority of research was conducted from parent or caregiver perspectives. Studies including multiple family members, such as partners, siblings, extended family, and children with ADHD, may have contributed to a greater understanding of parent and family processes. Finally, including gender perspectives would strengthen this body of research as mothers, fathers, and other gendered caregivers may have differing views on ADHD.
Implications for Mental Health Nursing Practice, Research, and Policy
Mental health nurses can better serve youth with ADHD by increasing awareness and understanding about the different ways caregivers and families view symptoms of ADHD and its treatment. Nurses, who encounter children that display symptoms of inattention, hyperactivity or impulsivity with difficulties in school, at home, or with peers and family, should gather additional information on these symptoms and behaviors from caregivers and discuss these findings with the child's provider. Eliciting parental beliefs, knowledge, and perspectives on ADHD symptoms, diagnosis, and treatment options is encouraged for both mental health nurses and nurse practitioners. Youth in middle school or high school may also be struggling with undiagnosed or untreated ADHD. Mental health nurses have a key role in identifying problems or behaviors associated with ADHD in these youth, such as poor grades, conflicts with peers or family, high risk-taking behaviors, or significant psychosocial distress, like depression or anxiety.
Once identified, registered and advanced practice nurses are on the front-lines to talk to youth and families about these problems, which includes an assessment and formal evaluation to clarify diagnostics and collaboration with the health care team to discuss intervention options. Using tools or instruments acceptable for racially and ethnically diverse populations is highly recommended for pediatric and psychiatric nurses. For example, there is data supporting the use of the Terry and Vanderbilt ADHD scales for diagnosing ADHD in African American children (Flowers & McDougle, 2010) . By incorporating more sensitive instruments into diagnostic and evaluation methods, mental health nurses and clinicians are better able to assess and evaluate ADHD in racially and ethnically diverse populations. Furthermore, asking caregivers and youth about treatment preferences and encouraging shared decision-making is aligned with AACAP's Best Principles for integrating child psychiatry into pediatric health homes (Martini et al., 2012) . Nurses, who are aware of the complexities and inequities within the mental health system, may be able to assist caregivers and families by providing valuable information and strategies to access care and navigate systems and services. This proactive approach may foster trust between families and the health care system and lead to higher service utilization and treatment maintenance.
Since the Institute of Medicine published Unequal Treatment in 2002 (Committee on Understanding and Eliminating Racial and Ethnic Disparities in Health Care, 2001), research priorities within the United States have included investigating racial and ethnic disparities and improving health inequities. Unfortunately, limitations in funding and the lack of a universal language to address racial and ethnic disparities may have dampened the Institute of Medicine's intention to reduce health disparities in the United States. A social ecological perspective and the integration of racial and ethnic considerations into future nursing and mental health research may contribute to a deeper understanding of ADHD in diverse youth and creation of strategies for narrowing the service gap. Further research on ADHD diagnostic and evaluation tools for children and youth from racial and ethnic minority backgrounds may also reduce health disparities related to ADHD whereas designing accessible interventions tailored for children and youth with ADHD from diverse families may enhance and promote health equity within ADHD management. Furthermore, widening sampling frames in research to include difficult to reach groups, such as immigrant youth, non-English speaking families, and youth in the juvenile justice system, may increase the variation of results and contribute to further understanding of these diverse perspectives.
Youth with ADHD, especially from racially and ethnically diverse families, are at risk for inadequate access and availability of services and resources from the intersection of socioeconomic, environmental, and political factors in American society. Providing children and families with a fair and equitable opportunity to obtain comprehensive mental health evaluations and access to ecologically appropriate health care services requires a change in our current policies. Policymakers have an ethical obligation to evaluate the impact of geographic location (e.g., low-income or low-resourced neighborhoods, communities, and schools) to improve children's development, educational attainment, and service utilization for neurodevelopmental problems, such as ADHD (Eiraldi et al., 2006) . Policy changes that advocate for education and training in mental health and readily accessible resources to nurses, teachers, and counselors within primary care and school settings are highly recommended (Dennis, Davis, Johnson, Brooks, & Humbi, 2008) . Finally, creating a safety net within communities for children and families, who are not engaged in formal health care or school structures and systems, may help prevent the most at-risk youth from falling through the cracks (Carson et al., 2011) .
Conclusion
The purpose of this integrative review was to explore and enrich the current understanding of parent and family processes related to ADHD management in racially and ethnically diverse youth within the United States. Using the social ecological framework, the results of this review highlight the significance of families in the care and treatment of youth with ADHD. Parents and primary caregivers are often the first ones to recognize symptoms, seek help from health or school providers, and initiate treatments. Understanding the unique perspectives of caregivers from diverse racial and ethnic backgrounds is essential for mental health nurses, researchers, and policymakers, who are devoted to improving the care and well-being of all children and families with mental health or behavioral health needs. This integrative review contributes to the body of knowledge on childhood ADHD, family-centered care, and racially and ethnically diverse populations. Recommendations for mental health nursing practice include: enhancing the visibility of mental health issues in pediatrics; promoting patient and family-centered nursing care; and encouraging advocacy for the access and utilization of mental health services.
